Peptic ulceration in infancy and childhood is now a well established clinical entity. The condition, its incidence and the pathological findings have been well described by writers such as Bird, Limper and Mayer (1941) and Guthrie (1942) . Most early descriptions of the condition were usually an account of the necropsy findings. As a result of the greater publicity given to the condition, surgeons in general, and paediatricians in particular, began to look for the disease in life, and there is now a large volume of literature indicating the success with which this search has been rewarded. In the very lethal complication of perforation of the ulcer into the general peritoneal cavity, it has now been shown that successful operations can be performed even in very young babies. In these young babies, however, the problem has not been entirely solved and a mortality rate of about 900O (Rubell, Leix and Clelland, 1952) or 70%o (Bird et al., 1941 ) has been reported. There is, nevertheless, a slowly increasing number of successful operations being performed in these patients. Thus, Selinger (1932) described the successful closure of a perforated stomach ulcer in a 3-month-old baby.
Bird and his colleagues successfully closed a perforated duodenal ulcer in a 34+-hour-old baby. Leger, Ricard, Leonard and Piette (1950) were successful in a 6-day-old baby. To these may be added the case of Brink and Keyzer (1952) (Fig. 1) showed a large collection of free gas under the diaphragm.
A stomach washout was given, but there was no blood in the washings.
The child was put into an oxygen tent and a slow bl od transfusion of 250 ml. given. The history, signs and radiological appearance were those of a perforated peptic ulcer with bleeding. In spite of the poor condition of the patient, it was decided that laparotomy was Cushing (1932) , it was Rokitansky who was the first to draw attention to the association of the development of peptic ulceration in patients with brain and meningeal lesions. Cushing (1932) in his classical paper on the subject drew attention to the fact that in 11 cases of cerebral pathology there was at necropsy ulceration in the upper gastrointestinal tract. It is for this reason that the type of ulcer described in the above case history is called a Rokitansky-Cushing ulcer in the same way that an ulcer following burns is known so well by the term Curling's ulcer. Ivy, Grossman and Bachrach (1951) state that it has been demonstrated beyond doubt that haemorrhagic erosions and acute ulcers of the stomach and duodenum occur in association with intracranial damage or disease. They point out, however, that it has not been shown that these acute digestive tract lesions depend on disturbances in the diencephalon and much less in some particular area within that division of the brain. Schlumberger (1951) found 10 such lesions incidentally in 251 consecutive necropsies. They were all acute, and were in the fundus and along the greater curvature of the stomach. He found that perforation was not common in this condition in children, and noted that when it did occur it was more common in gastric than in duodenal ulcers. They may be multiple. The theories postulated for the occurrence of these ulcers have been well described by Cushing and others and Schlumberger mentions that there may be a humoral factor such as the adrenocorticotrophic hormone involved in their production. Cook, Hartmann, Sarnoff and Beren-berg (1951) have shown that peptic ulceration can occur in association with acute bulbar poliomyelitis.
Perforated peptic ulceration in children as a solitary lesion is not at all uncommon. It occurs in infancy and even in the neonatal period, and there are many references to this fact in the literature. Most perforations in the early days of infancy are fatal. All writers stress the importance of early diagnosis and treatment. Pointers to the diagnosis are shock, vomiting, haematemesis and/or melaena. Cyanosis and tachycardia are early signs (Wright and Scott, 1950) until the fifth day of the illness when clinical peritonitis becomes evident. It appears evident, therefore, that when a child is suffering from some intracranial disease and exhibits the features described, the possibility of there being an acute peptic ulcer should be borne in mind and steps taken to confirm or allay one's suspicions. As Gellis (1952) writes, 'patients with bulbar paralysis, meningitis and encephalitis as well as brain tumours, should be watched carefully for ulcer complication. Prompt institution of therapy might, in such cases, prove life-saving'. This case report bears out this prophesy in no uncertain manner.
Cases of perforation in the newborn and young babies have been successfully treated by operation as I have shown. These patients stand operation well, provided it is early enough. In these days of antibiotics, prompt operation can save the life of a child even when suffering from such a serious disease as meningitis.
This baby had an undoubted meningitis, even though the causative organism was not isolated: the bulging fontanelle, the turbid cerebrospinal fluid, convulsions, etc., were unmistakable evidence. In the course of a cure for this condition, the baby had a haematemesis and then a perforation of an undoubted ulcer. This, therefore, is a case of a Rokitansky-Cushing ulcer, and as such should have been fatal. Conservative measures such as those advocated by Taylor (1946) would in my opinion have proved unavailing. The tenseness of the abdomen, and the child's great respiratory embarrassment made it imperative to relieve the tension caused by the intraperitoneal air. Further, at operation there was no attempt by surrounding structures to seal off the perforation, whilst the omentum, so very small in this 10-month-old baby, was far removed from the site of the leak. Again, the child's general condition was deteriorating in spite of intragastric suction and intravenous therapy, and laparotomy was considered to be the only means of trying to save his life. Bleeding and perforation are a definite indication for operation in adults and should be an indication for operation in children.
The anaesthetic used was sufficient to give adequate relaxation and at the same time to ensure complete oxygenation. The approach by means of a split rectus incision is one I have used in many Rammstedt operations and led straight to the perforation. The manner of closing the perforation is one I have used so many times in adults and I have never had cause to worry about the possibility of obstructing the duodenum. I had in mind Ladd's advice on this danger in children. I have never hesitated to insert a suture in a suspected duodenal tear while doing a Rammstedt operation. I felt that the closure had been complete and thought that there would have been great difficulty trying to suture the omentum over the gap in view of the site of the perforation. Schwartz and Halberstam (1943) sutured the ulcer in their successful case and in the follow-up noted only a slight four-hour residue. The ulcer should be closed in the most convenient manner which is certain to be efficient, quickest to perform, and will cause the least trauma to this most important anatomical area.
The successful closure of a perforated Rokitansky-Cushing ulcer in a 10-month-old baby is reported, and the problem discussed with references to the literature on the subject.
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